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field is
below) .

A f£i Id indicating an ccepted status code O an error ¢ _Zde
in excess of 3 bytes, pcsiticns 1-3 are the error

Positions 4-5 will show either '00’ for an errcr

ader portion c¢f the rsccrd cr a 1 o

for an error tnat cccurs 3

Cemocraphic record. For the purposes cf this table, ‘nn’ denotes ti

line number.

in the he

Note: On the Provider ”emocraonlﬁ Recorc, any cf the iz g

C-85 REJECTION CODES

. If the

ccde (shown

that occurs
line rumbev fram '01’ to ‘15¢

‘n the 13 site locaticns c¢I the Zrovider
’ the

ize laeczstion

ccecurxrences that are unused must De z.1 svaces.

valié values art:

- ACCnon
- MOinn
- MO4nn

- MCznn
- Mllnn

- MlzZ2nn
- Ml5nn
- Mléenn
- M17nn

- Misnn

- Misnn
- M22%nn
- MziZnn

Accepted Record (No errors detscted)

Invaiid ReCﬁ*d Type--Must ze V Ifor Provice
Invalid SSN/Tax Code Indicztor--Must be § or ¥
Invalid Action Type--Must zZe £, D, cr R
I-va_id Zencer--Musz be M, T cr szace

invalid License State--Mus:t be va-ida stats
acpbrevizstion or spacses

Invaliid Local Public Fund

Invalid Provider Cateccry

Invalid Star:z Date--Mus

Invaiid Stopr Date--Must a

or zerOS Or greater than Start Date.

invaiid Missouri Medicsid Zrovider Indicator--

Must be ¥, N or space
Invalid Provider Specialty Cocde--Must be 01, 1§,37,44 or
spaces

Invalid Assocciation Hospitzl ID - Mu
creazer than zero when any field in
“ospita; occurrence is other than sp

T be numeric and
ne 2Zssociztad

- M28nn Invalid Established Patient Indicator--Must te ¥, N or space
- M39nn Invalid Number of Enrollees Accepted--Must be numeric and
greater than zero
- M32nn Invalid OB/GYN Accepted Cocde--Must be 1, 2, 3 or space
- M54nn Invaiid Address Line 1--Must ke greater than spaces
- M5snn Iinvailid City--Must be greatser than spaces
- M58nn Invalid State--Must be valid state acbref_ae\ur
- Mednn Invalid Zip-Code-5--Must be 5 numeric digits greater
than zeros
- Mé2nn invaiid Zip-Code-4--Must be 4 numeric digits greater
than zerxos cor spaces
- Mé4nn Invalid County Code--Must be & valid county code (See table)
- Mésnn Invalid Phorne Number--Must be 10 numeric digits or spaces
- Mé3nn - Invalid Opern Time--Must be greater than zesrc and less
Than 2401 or spaces v
- M7Znn Invaiid Closed Time--Must ze ¢reater than zerc znd
less then 2421 cr spaces
- M72nn Invalid Low Age Range--Mus:t be numeric
- M74nn - Invalid High Age Range-—Muee e numeric
- M78nn - Invalid Language Cocde--Must be Y, N or space
EEALTH PLAN RECORD LAYQUT MANUAL 08-01-96 267
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C-85 Rejection codes (continued)

- M82nn - Invalid Kew Pregnancy Acceptance Code--Must be ¥, X or space

- Mé8nn - 'Add' Record Type with Active Record Already Om File

- MS3nn - Blank Loczticz Segment Followed By Segment With Tazsa

- PO1 - No Enrollment Found (Recipient not enrolled with E3)

- P02 - Invalid/T=zknown PCP ID (PCP not found irn HP member Iist)

- PO3 - Invalid ®CP Effective Date

- PO4 - Date not in enrollment date range -

- Pelnn - Invalid k=cord Key--The provider number must be rumeric, the
SSN must e rumeric and greater than zero, and tke trovider
rame must be greater than spaces

- P9inn - Eealth Pizn Provider number not on provider Ffile

- PS%3nn - Record. Ncz Found For Replace or Delete

EZATTH PLAN RECORD LAYQUT MANUAL 08-C1-9¢
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C-85 REJECTION CODES (continued)

The following error codes pertain specifical.y tc enceunter

clzims.
NOTE: Fatal errors are displaved i1n bold underline print,

vol - 1N Void Claim Not Found

002 - Fails when the eligibility File shows the rscipisnt is
ineligible on the date of service.

005 - Fails when the urovider name keyed does not match the
Drovider record for that number.

006 - Fails when the Provider is not eligible on Or during the
dates of service.

009 - Fails when the recipient name from the claim does not match
the name on the eligibility File for recipient ID entered
or when the recipient name IS not entered or has numeric
characters.

013 - Fails when the claim total charge is missing.

015 - Fails wten the claim total charce is rot eguzl te the sum of
the clzim line Item charges.

025 - Fails when the attendinag phvsician/license number 1S mot
prgggnt-

034 - Fails when the admission date is missins. not all mumetric
_ or not valid.

035 - Fails when the admission date i1s later than the from date
— of service.

037 - Fails when admission type code is not Present Or is not a
valid character.

040 - Falls wher type of service ¢, 5, 1 ,0r ¥

> is billed with a
place of service 21, 51, 55, 56, cr 6.. RAlsc fails when
type cf service 4 Oor 5 is biiled with z place Cf service

22, 23, 52, or 5z by any provider type.

041 - Fails when the from date of service is missing, nOt al]
nureric or not valid

043 - Fails when the throush date of service is missins, not =11
numeric, or invalid.

' 11}
' i1
)

[hV]
)
1

(o)
~J

HEALTE PLAN RECORD LAYCUT MANUAL 2.69




053

C-85 REJECTION coDES (continued)

Fails whez the sum Of the covered and non-covered days
{(fields 23 and 24) 1S not equal to the total days billed
(fieldsz; .

Fails when a detail from date of service is missiog, not

all numeric or not valid.

054 - Fails when the throush date of service is not all numeric or

not valid.

057 - Fails when the Inpatient throush date of service is earlier
than the from date of service.

060 - Fails when a line item charge 1S missing., egqual ta zesro,
or _has alcha characters.

065 - Fails when a place OF service code is not cpresent or mot
a valid character.

067 - Fails when the tvpe OF service/procedure code combination IS
invalid.

068 - Fails when the national drug code i1s not on the xoC file-

069 - Fails when the national drug code (NDC) #S not present,
contains invalid characters, or is not a valid fomat.

070 - Fails when the quantity dispensed is not present ar is not
made up of all numeric characters.

072 - Fails when the dispensing date s missins. not all

. numeric

numeric, equal to zero, nesatlve greater than 365 aor hot

a 1 on the physician injection drua claims.

078

c79

o
0
(@]

)
(3 ¥]
N

Z=ZALTH FLAN

Fails wher. provider bills using a numeric tooth number with
a decliducus extraction procedure code-

Fails whsn provider bills using an &l

prha tocth numbsr with a
permanent ex:traction procedure code.
Falls when tsoth number is not valid for upper fligzer parzial
Fzile whern tcoth number is not vaiid for lower flipper cartial
:CORD LAYOUT MANUAL 11-26-87 270




C-85 REJECTION CODES (continued)

086 - Fails when sealant procedure codes are bilied wizh —. E [ & —
tooth numbers.

108 - Fails when accommodation revenue code IS not present or invalid.

132 - Fails when the iInitial prosthesis placement incdicater is
rot a valid character.

154 - Fails when & cdiagncsis cocde fcr an aborticn is zilled

R S~ O

155 - Fails when a procedure code

Fh

for an aborticn is rii-ed.

161 - Fails when denture procedure codes are bill& z-a Lac
prosthesis indicatcr is blank.

164 - Fails when a tooth number/character IS not imout or is not
a valid value.

165 - Fails when a tooth surface is not a valid value.

- T iption is missin
180 - Fails when the covered days is not equal tO the dizzerence
between the from and through date. if the patient stzcus is
"30" on Enpatient claims, the through date is covered
182 - Fails when tre from and throuch dates are different and thre
rumber of units dO€S nct egual the number of davs that Rave

elapsed.

351 - Fails when another exception has posted to the claim that has
been desiqnated as a “return encounter to health plan®, Every

claim returned to the health will have excevtion 351 on it.

352 - Fails when the recipient wasn”t 21 on a ster zatlion
surcery date.

355 - Fails when tie PCP provider is nct a member of the hezIth olan’s
orovider network.

363 - Fails when the encaunter claim dates exceed 6C days Fcor
Inpatient and 30 days for Home Health, Outpatient. Jezz-=1,
Pharmacy and HCFA-1500.

365 - Fails when an inpatient claim is billed with zero or
non-numeric data in Actual Paid Amount Ffield.

400 - Fails wnen the Medicare indicstor on the clilzim was marksd
fyes’ reCIﬁ gnt IS older than 65, Or the eligibi_ ity
£file indicates Medicare coverage for the recipient. Tze"

procedure or service must also be ccvered by Medicare

FEALTE PLAN RECORD LAYOUT MANUAL 11-26-97 72

-




c-85 REJECTION CODES (continued)

406 - Faills when :the recipient eligibility file indicates other
insurance coverzge and ther IS NO indication of third party
ligbilizy on trhe claim.

416 - Fails when the other insurance Indicator is '2' (Notapplicable)

and the recipisnt has applicable insurance on file..
2=z - ¥alls when =zhe recipient is Ineligible for a porticn OF days
within the dates cf service.

412 - Fails wher. the other insurance Indicator is "2 (not applicable)
and trhe recipient file Indicates no Insurance coverage.

434 - Faills when prccedure D3220 US billed with a tooth number
01 thrcucn 32 cr ¢

43 - Fails wnen proccecures D3410 or D342¢8 are billed with
a tootz letiex A tharcugh U.

458 - Fails when a crisis Intervention procedure 1S billed for a child
less thar thres years of age.

465 - Falls when a diacrosis code 1S not allowed for the recipient®s
sex.

466 - Faills when z cdiagnosis code IS not allowed for the recipient®s
age.

456 - Fails when the recipient IS eligible for St. Louis County
Gera: Reliel.

479 - Falls when a grovider bills for a revenue code of 350,
710, or 7z2¢, and nO surgery date is indicated on the claim.

501 - Fails when a current claim is an exact duplicate of a claim

system.

503 - Fails when a current claim is a suspect duplicate of a claim
IN historv, another current claim In the svstem or fails against
L T 1 I Iai 0aInNst

— dupl

510 - Fails when the claim IS an exact duplicate to a claim that is
currently being Processed

g-" o

il Fails when 2 kick payment delivery procedure is killed within
300 cdavs cZ & ctrevious delivery prccedure.
EEAT.TH PLAN RECCRD ZAYOUT MANUAL 11-26-97 272




C-85 REJECTION coDEs (continued)

531 - Fails when the billing provider type 1S 81 and the

recipient is not locked into a PHP (Provider tvpe 81)

at_the time of service.

532 - Fails when the recipient iIs not a member of the billina health
plan_but enrolled 1n some other health plan at the time of
service.

542 - Fails when the revenue code on the line item of an ocutpatient

claim is from 300-319 and no lab procedure code iS present.

Also fails when the procedure code on the line item of an

outpatient claim 1s NOT from 80000-89999 and NnO revenue code is

present.

543 - Fails when no _accommodation revenue code is billed on an

inpatient claim. but revenue codes 450, 459. 540-549 are billed

as ancillaries. The claim should be rebilled as an outpatient

claim because Emergency Room and Ambulance Services mav only be

— billed as inpatient if the patient was admitted.

576

578

578

700

sexX.

702

703

706

Fails when procedure codes Y9500-Y95C4 are billed by a heaith

plan. T

Fails when the cumber of units billed for procedure code ¥ssci
i1s les§ than 8.

Fails when procedure vs502 is billed wWith patient status cf
"03" or ‘04".

Fails when a procedure code is not allowed for a reciciert’s

Fails when z procedure code is not allowed for a recipient’s
age.

Fails when a procedure is billed and not dzllowed for che
place of service entered.

Fails when z procedure code znd a diagncsis code conflict.

722 - Fails when a procedure code for an Amalgam, Composite., OF
1 _ S bifled ana 1ig |
— surface code and tooth number are not present.

HEALTH PLAN RECORD LAYOUT MANUAL 11-25-37 =73
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/36145

Comments on the 1115 Protocol

D —

Operational Protocol Guidelines

Page 1, Paragraph 3 - States that the demo project will expand coverage to higher incame
individuals and/or to provide health care coverage for uninsured working adults without: children
for a limited geographic area beginning in the second year of the waiver. | do not recall this being
in the waiver. If 0, what income levels, premium amounts, copayment amounts and geographic
area? How will this effect the rates and budget neutrality?

1

Organization and Administration -- This description seems very high level and dees not
give any specific staffing for the RO to monitor. A more specific staffing including the
number of contract compliance officers and quality review nurses, as well as the evaluation
staff would be helpful for RO review. Suggestthat the names, areas of responsibility and
telephone numbers of the persons responsible for the development and oversighit: of the
waiver be provided.

This section also does not have the procedures that the State will use for determiming
adequate managed care capacity by county, aswell as the process and criteria for provider
selection. These M&nsare required in the Demonstration Termsand Conditioms:  For
example, how will the State determine whether the plans meet the standards listed in the
IMCO contracts. This section should a0 Iiet any standards listed in Attachment E of the
Demonstration Terms and Conditionsand not in the original contracts. How will the
State monitor timeand distance requirements?

Description of Medicaid services --

TANF Transitional Adults for an Additional Two Yeaxrs Under Title XIX, Uninsured Non-
Custodial Parerits Below 100 Percent Paying Child Support Under Title XIX, Parents’ Ar
Share Under Title XIX, Uninsured Custodial Parents Below 100 Percent Paying Child
Support Under Title XIX, and Women’s Health Services Under Title XTX : These service
descriptionsare very high level and do not give specificdescriptions for the RO te
monitor. The descriptionsof services should at least meet tre requirements of the BBA
contracts: The [protocol] should specify which benefits the MCE is responsible for
prowdmg or arranging. The [protocol] should include:

terminology with sufficient preC|5|on to determine the extent the MCQ will be

responsible for providing these services,

. specification regardmg the amount, duration, and scope of services,
. list services subject to capitation and services otherwise reimbursed- and
. provisions that address the responsibility of the MCO to furnish care and services

when medically necessary in sufficient detail to ensure that beneficiaries receive
needed services.

page 10, Uninsured Non-Custodial Parents Below 100 Percent Paying Child Support
Under Title XIX = In the demonstration application, Missour stated that “Cusrent:




Medicaid budgeting and deduction rules for eligibility will apply to this covered group.”
However, in the protocol, Missouri states that “Budgeting and deduction for eligibility will
be comparabble to current Medicaid rurles for this covered group.” Please explain how
budgeting and deducation for eligibility will now differ fiom the current Medicaid rules.

Also, explain how budgeting and deduction for eligibility Will differ based on passage of
Senate Bill 632.

-

Plan for monitoring coordination of care, utiliion, and payment for out-of-plar services.
This description is very hich level and does not give any specific monitoring plam for the
RO to monitor. A more specific monitoring plan including proposed reports, frequency of
monitoring, staffing for the monitoring, criteria for review, etc. should be developed. The
Terms and Conditions (C.5.a.) also requires the State to describe how MCOs are expected
to develop linkage agreements and coordinate care for their beneficiaries with sech entities
as: public health agencies, school-based health clinics, and family planning clinics The
description shall include the process for exchanging patient specificinformatiom while
protecting the confidentiality of the patient.

Please submit an executed copy of the enrollment broker contract to the RO.

Merketmg guidelines should at a minimum meet the new BBA requirements:

Contract should specify any restrictionsthe state places on marketing. These should

include (or be consistent with):

- State will prior approve dl marketing materials,

- Marketing materials cannot contain false and materially misleading information,

- Plan must market to entire service area under contract,

- Plan cannot offer other insurance products as inducement to enroll,

- Plan must not commit marketing fraud and comply with federal requirements for
provision of information inciuding accurate oral and written information safficient
for the beneficiary to make an informed decision whether or not to enrolt,

- Plan or agents of the plan are prohibited fiom directly ar indirectly conducting
door-todoor, telephonic or other ‘cold-call” marketing.

Description of the Enroliment and Disenrollment Process — The corfirmationletter should
specify that members have a right to change health plans within 90 days from the plan
effective date. Please note also that 2.4.2 of the Bwollait Broker RFP incorrectly states
tret MC+ evolless have the first 30 calendar days following the effective date of their
enrollment to transfer health plans for any reason. The RFP should state 90 days Also
please note in 2.2.3, inthe 1115 recipients are loded into'the health plan for 12 months
and 60 days prior to the end of that annual lock-in period the contractor must notify all
enrollees informing them of their right to transfer health plans.

Please include the specific parameters of the default assignment process (i.e., how will
beneficiaries not choosing a health plan be auto-assignedto plans, including the eriteria for
dividing the unassigned beneficiariesamong plans).




10.

13.

This section should also include procedures for obtaining RO model contract approval and
the submission of the finalized contracts for validation.

Will the EPSDT incentive payment in the Cental Region be extended to the expansion
children (Title 21 in years one through three) in years four and five of the demoastration?
If not, please describe any applicable incentive payments.

WIill the same financial reporting and solvency reporting and monitoring requirements
from the 1915b apply to the 1115 expansion populations? If not, please descritve:

The resolution of all complaintsand grievances must be accomplished by a date that
would allowthe state to pursue a fair hearing and assure final decision within the
guidelines specified in 42 CFR §43 1.200 et seq.

Items from the draft special terms and conditions not included in Missouri's submitted protocol
are noted in bold below.

IV. C Benefits

3. Pharmacy Benefits - The State shall require that MCOS p1 s ie oz tormen o2
ecun alent to the szandard therapies that were provided inthe ¢ il Mediomo
progiam immediazely pr o1 1o impiemes tanion 0lihe demonst anc . IN addition, the

State shall have in place (and describe in the protocol) a mechanism to monrites the
adequacy of an MCO's drug formulary throughout the demonstration. The State will
intervene on behalf of the beneficiary if the beneficiary is having a problem accessing
medically necessary drug treatments, due to less than comprehensive MCO drug
formulariesor underlying restrictive policies. The State shall require that the MC(»
arrange for providing the necessary drug(s), and that the cost of providing such drug(s)

not be borne by the beneficiary. Further, such a problem shall initiate an MCO corrective
action plan by the State.

Behavioral Health -
a. As part of the protocol, the State mst submit a description ofthe
coordinationbetween the MCO and behavioral health providers (irctuding
information on how information will be exchanged and how a
beneficiary's confidentialitywill be protected). The behaviorat health
provider information should include GStar,mental health, substance
abuse, and fee-for-service case managementat a minimum.

b. As part of the protocol, the State shall provide a description detailing
how MCOs will meet the requirements for identifying beneficiaries in
need of mental health and substance abuse treatment services, In
additaion, the protocol must include a description of how monitoring will
occur to ensure that MCOs are’ carrying out thelr responsibilities.




5.

Access

1.

Coordination of Services -

a

Linkage Agreements - As part of the protocol, the State must desexibe
how MCOs are expected to develop linkage agreaments and
coordinate care for their beneficiaries with such entities as: pablic
health agencies, school-based health clinics, and fanily planning
clinics. The description shall include the process for exchanging

patient specific information while protecting the confidentiality of the
patient.

Access Standards -

a

The State mst demonstrate that MC+ beneficiaries have an adequate
number of accessible facilities, service sites, and allied professional services
to mest capacity. The State must provide the methodology it & using
as part of the plan evaluation and selection process to determine
whether each MCO has sufficient capacity. The methodology fer
conducting this analysis shall be submitted as part of the protecol and
should, at a minimum, take into consideration the incidence ¢f
providers affiliated with multiple MCOs and the geographic
distribution of beneficiaries in relationship to providers,

TP HCT A d6uday 1O TU a Computer mapping provram the Stare shall make
avaiiable {electronically) addressees of demaonstranion ehgities and

wders. (Specific access standards are histed in Attachment B

4, Beneficiary Survey - Within 15 months of implementation, the State shall conduct a
beneficiary survey of enrollees. The survey shall be generally described nthe
operational protocol and provided to HCFA for review a minimum of 60 days prior to
use. At a minimum, the survey will include such measures as the beneficiary's satisfaction
v program administration and the care provided and will include: measures for the use
of emergency rooms; waiting times for appointments (primary care and specialists); and
access to specialty providers. Results of the survey mst be provided to HCFA by the
18thmonth of project implementation. Thereafter, the State shall conduct annual
beneficiary surveys. Such surveys shall be designed to produce statistically valid results.

G. Encounter Data Requirements

Minimum e St - The State shall require (as part of thelr contract) that afl
providers submit these data. The State wvill provide assurances to HCFA that
person-level data will be submitted to HCFA or its designated evatuator within 60
days of its request. (The recommended minimum data set is attached -
Attachment G.) The State must perform periodic reviews, including annual
validation studies, in order to ensure compliance and shall have contractual
provisions in place to impose financial penalties ifaccurate data are not submitted
in a timely fashion. In the protocel, the State dall submit a minimumdata set and
a description showing how collection Of this encounter data is being implemented,

1.




monitored, and validated aswell as how the State will use the encounter data to
monitor implementation of the project, set rates, and feed findingsdirectly
into program enhancementon a timely basis.




